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A 5-yr-old boy with pronounced sex-role in-
flexibility and stereotypic extremes in gender
behavior was behaviorally treated by Rekers
and Lovaas (1974). Winkler (1977) criticized
Rekers and Lovaas for selecting certain femi-
nine sex-typed target behaviors for interven-
tion,” but he presented neither relevant empiri-
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2Winkler (1977) alleged that this investigation

was subject to an underlying assumption “that tradi-
tional sex-roles are ‘natural’ rather than questioning
whether these sex-roles will permit maximal devel-
opment of individual potential” (p. 550). This accusa-
tion was evidently based on misunderstanding, since
our precise thrust questioned whether rigidly femi-
nine sex-role behaviors in a boy would permit his
optimal development. Furthermore, we did not con-
sider traditional sex-roles to be “natural” since we
explicitly subscribed to the social learning framework
that views behavior (including sex-role behavior) to
be a product of environmental contingencies, partic-
ularly social ones.

cal evidence nor a methodology for translating
such evidence into a value judgement to select
target responses. Winkler simply accused Rekers
and Lovaas of not attending to the research
by Bem (1975). However, Bem’s research did
not report on cross-gender identified boys, and
hence is not directly applicable to our target
behaviors. Indirectly, however, Bem’s research
(published s#bsequent to our study) would sup-
port our objective of attempting to treat sex-
role rigidity (extreme feminine behavior in
boys) because her findings suggest that rigid
femininity has negative correlates. Winkler
(1977, p. 550) challenged our treatment of the
rigid femininity of a male subject, and curiously
substantiated his view by quoting Bem: “A high
level of sex-typing may not be desirable. For ex-
ample, high femininity in females has consist-
ently been correlated with high anxiety, low
self-esteem and low social acceptance.” Since
Winkler concurs with Bem that high femininity
in females is not an optimal characteristic, why
does he fail to continue the logic of this argu-
ment to demonstrate that high femininity in
males would be at least equally problematic?
Similarly, Nordyke, Baer, Etzel, and LeBlanc
(1977, p. 556) indicated that many individuals,
including apparently the authors, would be very
concerned if a young girl swished into a room
and demonstrated the kind of profound femi-
nine identification described by Rekers and
Lovaas in the boy they treated. Since they con-
sider this to be a problem for a young girl, why
do they not consider it to be at least as much
a problem for a young boy?

If values regarding desirability of certain
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sex-role behavior patterns were empirically
based (as Winkler proposed), would we not
prefer heterosexual behavior as opposed to
homosexual behavior, since Kinsey, Pomeroy,
and Martin (1948) reported that a significantly
larger percentage of men prefer women as sex
mates than men as sex mates? Should parents
withhold intervention for a child’s cheating be-
havior if an empirical study discovered 51% of
the adult population is dishonest and suffers no
resultant unhappiness? Obviously, it is an episte-
mological error to base value decisions on em-
pirical data alone. For example, parents may
reject dishonesty or homosexual behavior as
wrong on moral grounds, regardless of what
percentage of the population happily engages
in those behaviors.

Winkler (and Nordyke e 4l. as well) made
the basic assumption that traditional social val-
ues regarding sex-typing have changed. How-
ever, this assumption is not supported by any
empirical evidence; instead, these critics simply
made oblique reference to abstract groups, such
as feminists and homosexuals. Since these two
papers put so much weight on that assumption,
it was surprising that they failed to present any
positive evidence whatsoever that the values of
society ate indeed changing in such a direction
that most parents, if given a choice, would con-
sider it desirable to foster homosexuality, trans-
sexualism, or transvestism in their child. Al-
though Winkler, as well as Nordyke and her
colleagues, questioned the literature (cited by
Rekers and Lovaas) that indicates the poor prog-
nostic outcome for the gender-identity disturbed
boy, they failed to present any evidence to but-
tress their unvalidated assumptions that (1) so-
ciety has changed to the extent that treatment
for compulsive feminine behavior in boys is in-
appropriate and that all traditional sex-role be-
havior is maladaptive, and (2) that it would be
superior to tell a cross-gender identified boy to
adjust to a possible future society in which his
cross-gender identification would be accepted
with a kind of tolerance unknown to present-
day society.
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THE RATIONALE FOR
SEX-ROLE BEHAVIOR CHANGE

Rekers and Lovaas (1974, pp. 174-175) pre-
sented “four related reasons” for treating a boy
with a cross-gender identity. Numerous articles
have provided similar rationale for the treat-
ment of gender disturbances of boys, along with
the clinical and research documentation for
such a position (Bates, Skilbeck, Smith, and
Bentler, 1974; Bentler, 1968; Green, 1967,
1968, 1974, Note 1; Green and Money, 1961,
1969; Green, Newman, and Stoller, 1972;
Myrick, 1970; Rekers, 1972; Rekers, Bentler,
Rosen, and Lovaas, 1978; Rosen, Rekers, and
Bentler, 1978; Rosen, Rekers, and Friar, 1977;
Rosen and Teague, 1974; Stoller, 1968, 1970;
Zuger, 1966). The four reasons detailed in the
Rekers and Lovaas article may be briefly sum-
marized as (1) to relieve the boy’s current mal-
adjustment, social isolation, and personal suf-
fering, (2) to prevent the severe psychological
and social maladjustment problems in adult-
hood that accompany the transsexualism for
which the boy is at high risk, (3) to prevent
transsexualism, transvestism, or homosexuality
per se as the most probable adulthood diagnos-
tic outcome in the absence of treatment, and (4)
to respond to the parents’ legitimate request for
professional intervention. Let us review each of
these originally presented reasons for treatment
in the context of the criticisms by Winkler and
by Nordyke and her colleagues.

Intervention for Current
Psychosocial Maladjustment

The gender-disturbed boy is rigid in his strong
inhibition for masculine activities and in regard
to his complusive performance of feminine be-
haviors, which evoke punishment from the peer
group (Green, 1974; Green and Money, 1961,
1969; Rekers, Lovaas, and Low, 1974; Stoller,
1968, 1970). This near obsession with feminine
sex-typed behavior stands in marked contrast to
the behavioral flexibility that we have system-
atically observed in normal boys and girls in
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controlled play settings (Bates and Bentler,
1973; Rekers and Yates, 1976; Rekers, Amaro-
Plotkin, and Low, 1977). Extreme cross-gender
behaviors elicit social ostracism and ridicule
from the peer group, which provides one source
of the depression, frustration, and negativistic
behavior observed in the cross-gender identified
boy (Bates, Bentler, and Thompson, 1973;
Bates, Skilbeck, Smith, and Bentler, 1974). Al-
though the peer group’s intolerance and rejec-
tion is morally wrong, the most benevolent and
direct strategy is to change the child’s individual
behavior to alleviate his suffering. Winkler
omitted this first reason in summarizing our ra-
tionale for treatment, but this goal alone would
have justified intervention. The most adaptive
psychological state appears to be the one in
which the essential (biologically mandated and
socially defined) distinctions between the male
and female roles are mastered by the child.
Beyond that point, there should be sex-role
flexibility.

Nordyke and her colleagues strongly implied
that we had no objective evidence for the boy’s
“suffering”, that we failed to define all dimen-
sions and effects of our treatment programs to
the family, and that we failed to use “extreme
caution” before initiating treatment. We deny
all three accusations. Our article was not writ-
ten, either in terms of length or in scope, to
provide (1) extensive data on the quality and
quantity of suffering and unhappiness in a cross-
gender identified boy, (2) the detailed proce-
dures we used to obtain proper consent and to
brief the parents on “all relevant dimensions
of service programs as well as their short-term
and long-range effects” (as they quote Davison
and Stuart, 1975, p. 760), or (3) evidence of
the length of time that we spent in reviewing
the literature, consulting with other experts in
the professional community, providing lengthy
and detailed written rationale to the University
Human Subjects Protection Committee, and to
the National Institute of Mental Health. It is
unfair of Nordyke and her colleagues to assume
we failed at these points merely because such
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evidence was not included in one brief 18-page
research report.

Nordyke and her colleagues rejected our ar-
gument for treating a cross-gender identified boy
for his concurrent social maladjustment by
drawing the analogy that a prefeminist or pre-
pacifistic child should not to treated for social
distress. Their analogy breaks down at the crit-
ical point, however; “feminism” and “pacifism”
per se are not mental disorders, whereas homo-
sexuality (at the time of our treatment study),
transvestism, and transsexualism have been
classified as mental disorders (American Psychi-
atric Association, 1968). When it is a function
of a nonclinical entity, then experienced social
distress alone might not provide a reason to
intervene on that condition. We agree that “not
every social pressure . . . need be taken to define
deviancy which thereby needs treatment” (Nor-
dyke ez 4l., 1977, p. 554, but it can be taken as
such, depending on whether the behavior repre-
sents an accepted mental disorder (e.g., trans-
vestism and cross-gender identity) or a non-
clinical condition (e.g., pacifism).

Intervention to Prevent Future
Psychosocial Maladjustment
Associated with Transsexualism

Not only does the child experience severe ad-
justment difficulties in the present, but all avail-
able evidence indicates that he is at high risk
for even more serious maladjustment in the fu-
ture. Again, Winkler omitted our second reason
for intervening for a gender-disturbed boy in
his summary of our rationale. On the other
hand, Nordyke and her colleagues took issue
with our second reason for treatment, but missed
our point that we judged the boy to be bigh risk
for transsexualism. We did not state or imply
the straw-man inference criticized by Nordyke
“that all such men have the problems reported
in the psychiatric case studies” (Notdyke ez 4l.,
1977, p. 554. We only formulated “our best
prediction based on the literature” (Rekers and
Lovaas, 1974, p. 174) available.
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Intervention to Prevent
Future Sexual Deviance

With the single exception of the intrasubject
study reported by Barlow, Reynolds, and Agras
(1973), all attempts to reverse the gender iden-
tity of adolescent and adult transsexuals have
failed (Baker, 1969; Baker and Green, 1970;
Benjamin, 1969; Green, 1974; Green and
Money, 1969; Pauly, 1969; Randell, 1970).
A cautious examination of the available pros-
pective data (on gender-disturbed children, fol-
lowed longitudinally into adolescence and early
adulthood) as well as the retrospective data (re-
ports by adult sexual deviants regarding their
childhood and developmental history) consist-
ently indicates that physically normal young
boys who manifest predominantly feminine gen-
der behavior and cross-gender identity are at
high risk for later sexual adjustment problems,
such as transsexualism, transvestism, and homo-
sexual-orientation disturbance (Bakwin, 1968;
Bentler, 1976; Green, 1974; Green and Money,
1969; Lebovitz, 1972; Stoller, 1968, 1970;
Zuger, 1966). Unfortunately, the research does
not yet allow us to make a differential predic-
tion of transsexualism, transvestism, or homo-
sexuality based on childhood precursors, but the
overall pattern of cross-gender identity distur-
bance in childhood has been found to be pre-
dictive of at least one of those adulthood sexual
maladjustments. In this context, Rekers and
Lovaas (1974, p. 175) stated the third reason
for treating a cross-gender identified boy: “In-
tervention on deviant sex-role development in
childhood may be the only effective manner of
treating (Z.e., preventing) serious forms of sex-
ual deviance in adulthood.”

One might draw the inference from the pa-
pers by Winkler and Nordyke e 4l. that trans-
sexualism, transvestism, and homosexual-orien-
tation disturbances are deviant or undesirable
only in the eyes of a skewed society with dis-
torted and antiquated social standards. But we
strongly reject that position, if that is indeed
what our critics are suggesting. It is clearly de-
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viant for a boy to state repeatedly that he can
bear children and to wear maternity clothes
compulsively. It is pathological for a person to
state that his genitals are not rightfully his prop-
erty, thereby requesting that they be surgically
altered. A boy’s request for a penectomy (typi-
cal of many cross-gender identified boys) is not
legally an elective surgical procedure, as is the
cosmetic removal of a wart. If a parent requests
that the boy’s compulsive transvestic behavior
be eliminated, it is appropriate for the psycholo-
gist to cooperate with that objective. If a parent
asks a psychologist to help prevent the possibil-
ity of homosexual development, this is an ethi-
cally and professionally proper goal for the psy-
chologist. These positions are in accordance with
the Statement of Ethical Standards published by
the American Psychological Association, which
mandate that the psychologist be sensitive to the
social codes of the community surrounding the
individual and to the prevailing moral standards
(see our detailed reasoning in Rosen, Rekers,
and Bentler, 1978).

Winkler (p. 550) insists that before the goal
of preventing future sexual deviancy be ac-
cepted, clear predictive evidence must be avail-
able and that the conditions of transsexualism,
transvestism, and homosexuality be shown to be
“cause for therapy”. Winkler criticized our goal
to prevent adult homosexual deviance on the
basis of a possibility that childhood sex-role de-
viance may eventuate in nondeviant adulthood
adjustment. But all the available evidence pre-
dicts adult sexual maladjustment. Winkler fails
to cite any evidence to the contrary, admitting
(curiously) that “there is no evidence as to how
many children with early cross-gender behavior
did »ot continue into adulthood to become
transsexuals, transvestites, or homosexuals”
(p. 550). Nordyke and her colleagues (as well
as Winkler) suggest that the literature on later
adult problems of gender-disturbed children is
merely retrospective clinical information, which
should not be used in clinical decision-making.
From a purely methodological standpoint, strict
causation cannot be inferred from clinical retro-
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spective data, but the presence of some prospec-
tive data (which we cited above) lends addi-
tional support to the assumption that childhood
gender disturbance leads to adulthood gender
disturbance. It should be pointed out, however,
that the Rekers and Lovaas research report was
not an investigation of the long-term conse-
quence of early childhood gender disturbance,
and the lack of absolute proof of outcome did
not have relevance to our decision for treatment.
Based on all the data that existed, we formu-
lated the best prognosis possible. Winkler, and
Nordyke and her colleagues, have not presented
any evidence that the more typical path for
extreme childhood gender disturbances is spon-
taneous remission, and yet they somehow con-
clude that it would have been superior for us
not to have intervened for the child. Responsible
clinical decision-making cannot be based exclu-
sively on strict scientific data, particularly in
areas in which hard data are not available. In
fact, contrary to what Winkler asserts, interven-
tion can be based on belief and value judge-
ments, particularly in the absence of any evi-
dence that any alternative hypothesis has a
higher basic probability.

Nordyke and her colleagues dismiss our third
reason for intervention by simply noting their
interpretation that our third reason is based on
the assumption of preventing future unhappi-
ness. Merely to point out this underlying as-
sumption does not provide basis for rejecting
our rationale. We cited evidence supporting our
hypothesis, but Nordyke provided no evidence
to the contrary. Even to imply that our assump-
tion is probabilistic does not provide a basis to
reject it. Instead, if they reject our reason, they
should provide evidence that our assumption of
future unhappiness is Jess probable than their
assumption of the opposite position. Further-
more, we did zot state that the prevention of
transsexualism, transvestism, and homosexuality
is based solely on the assumption that they pro-
duce unhappiness. A parent could legitimately
request the prevention of homosexual behavior,
for example, on the basis that it is morally
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wrong, even if it were possible for the child
to develop as a contented homosexual.

Intervention as a Response
to a Parental Request

Nordyke and her colleagues criticized our
fourth reason for treatment by isolating it from
our other “related reasons”: If a therapist takes
only this point into consideration, then the
therapist has become the parents’ agent” (Nor-
dyke ez 4l., 1977, p. 554 italics added). This is
a vacuous argument because we obviously did
not propose this reason in the absence of other
reasons. In contrast, Winkler approaches this
issue in a more sophisticated manner by indi-
cating that the study by Rekers and Lovaas
raises a question we might ask of any child
behavior-modification effort: “To whom does
the therapist owe his first allegiance: to the
client (or in this case, the client’s parents), to
the therapist’s own values, or to prevailing rele-
vant social norms?” (p. 549). We answer that
the most responsible clinical decision must take
into account data from all these sources. The
complaint of the parents regarding the child’s
behavior must be seriously considered because
the parent is the primary legal agent responsible
for the well-being of the child.

When the boy’s parents came to us for help
in 1970, they requested treatment for Kraig be-
cause of his current unhappiness, and they
strongly desired professional intervention to pre-
vent an outcome of transsexualism, transvestism,
or homosexuality, which they feared. While
there was no logical reason to refuse coopera-
tion with the pdrents, there was every possible
reason to intervene: (1) The boy was unhappy
in his present state and was cooperative with
the psychologists. (2) We determined that the
parents sincerely had the best interests of the
child in mind. (3) The only evidence available
concurred with the parents’ fears as to potential
adult outcome. There was no contrary evidence.
(4) Transsexualism, transvestism, and homosex-
uality were all accepted as mental disorders by
the psychiatric and psychological professions,
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and their treatment and prevention were ac-
cepted as legitimate clinical goals. (5) The laws
of the state of California defined homosexual
behavior as criminal, and attempts at potential
prevention would be legally appropriate. (6)
The goals of the parents were consistent with
the broader social codes and the moral expecta-
tions of the community in which they resided.
(7) The intervention goals were consistent with
the Christian ethical value system (see Evans,
1975) held in common by the parents and the
therapist, Rekers. (8) The parents served as the
therapists (advised by the psychologists) and
carried out benign procedures legally appropri-
ate for parent-child relationships.

In his book, Legal Challenges to Bebavior
Modification, attorney Reed Martin (1975) ob-
served: “Even though capacity is presumably
lacking in children, there is a current trend to
secure their ‘consent’ when they are to be in-
volved. This does not really alter anything
from a legal standpoint, nor does it preclude
the necessity for parental consent, but it seems
to have a valuable therapeutic basis and seems
admirable from a human viewpoint” (p. 28).
There are three conceptually distinct and yet
equally necessary conditions for morally and
legally proper consent: information, compe-
tence, and voluntariness (see Martin, 1975;
Murphy, Note 2). Although the boy we treated
may have been able to give voluntary consent,
it was not possible for him to give informed or
competent consent. The 5-yr-old boy that Rekers
and Lovaas treated did not have the legal com-
petence to commit himself for any kind of treat-
ment, and he was not intellectually capable of
comprehending the full significance of the inter-
vention process that would have been necessary
for him to make an understanding, enlightened
decision regarding consent. The legal consent
requirement is disjunctive—i.e., the therapist
should obtain the proper consent from the client
directly, or demonstrate that the client is in-
capable of granting proper consent, in which
case consent is required from a competent legal
surrogate—the parent.
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Even if it had been possible for a 5-yr-old
cross-gender identified boy to comprehend in-
tellectually the material involved in granting
consent, requiring such a full, informed consent
of the boy would have been psychologically
damaging. Since the self-labelling process is cru-
cial in gender identity development (Mussen,
1969), had we attempted to satisfy the normal
definition of “informed consent”, we would have
been faced with the undesirable necessity of in-
forming the boy that he was at high risk for
transsexualism, transvestism, or homosexuality
in the absence of intervention.

Generally, it is not considered relevant to ask
whether the child possesses the right to grant
consent for such social intervention. Society does
not expect a child to grant full “proper consent”
for educational intervention, medical interven-
tion, or dental intervention, since it is widely
recognized that a child cannot grant competent
and informed consent even though the volun-
tariness criterion might be met. Behavioral inter-
vention fits the same conceptual model (Rosen,
Rekers, and Bentler, 1978). By itself, the child’s
lack of choice in an intervention does not pose
any legal or ethical problem.

If the child is not intellectually or legally
competent to consent for intervention on his
sex-role behavior, whose values should be fol-
lowed? Parents may possess one set of social
values, clinical professionals may hold another
set of values, and feminists and gay liberationists
may possess a vastly different set of values.
Winkler (p. 550) argues that the treatment of
the target sex-role tehaviors selected by Rekers
and Lovaas is contrary to “the best long-term
interest of society”. Winkler states this as bis
value judgement”, but for us, the best long-term
interests of the individual child hold a clean pri-
ority over the general interests of society in this
area.

In the case of the boy treated by Rekers and
Lovaas, the views of the parents, those of the
larger society, the child’s cooperation, and the
values of the professionals were all congruent.
Nordyke and her colleagues and Winkler have
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failed to present any evidence to the contrary.?
Nordyke and her colleagues and Winkler cited
no evidence to indicate that the parents were out
of line with the broader social values of the
community by requesting professional consulta-
tion to prevent a deviant sexual outcome in their
own boy and by serving as the therapeutic
agents for their own child.

THE GOALS OF SEX-ROLE
BEHAVIOR CHANGE

One goal for psychological intervention in
childhood is to provide an increase of diversity
and choice in the range of appropriate behavior
(Mahoney and Thoresen, 1974). We sought to
expand the behavior repertoire of a gender-
disturbed boy to provide him a wider range
of choices between alternate behaviors, and to
reinforce more adaptive patterns of responding.

Nordyke and her colleagues and Winkler as-
serted that the particular set of clinical deci-
sions, value judgements, and treatment strategies
taken by Rekers and Lovaas (1974) are inappro-
priate, allegedly because attitudes are changing,
laws are changing, gay liberation and feminist
movements exist, psychiatric opinions have been
modified, and behavior therapy adherents are
taking certain public stands regarding the ethics
of intervention. However, the mere fact that
there are alternative ethical positions on the
issue of treatment of gender disturbance does
not, in itself, necessarily imply that oxr ethical
position is wrong. It is a total leap in logic for
the authors to propose alternate treatment goals
or strategies and then to conclude that the in-
tervention goals and strategies of Rekers and
Lovaas are therefore, of necessity, improper.

Winkler’s proposed alternative treatment

3The only challenge presented along this line is
made by Nordyke and her colleagues in their phrase
making reference to “several other young boys whose
parents we assume have given permission for the use
of these procedures” (p. 556, italics added). This is
an unfair implication of unethical behavior without
evidence thereof, and is misleading: we did obtain
the proper ethical permission from the parents.
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strategy of accepting the child’s cross-gender
behavior, teaching him assertion, and modify-
ing the parents’ lack of acceptance of sex-role
deviance reveals (1) Winkler’s lack of appreci-
ation for the world of the gender-disturbed
child,* and (2) Winkler’s imposition of his val-
ues on the adult parents in flagrant disregard
for their right to define the desired behavior in
their own child, which Kraig’s parents did in
harmony with values consistent with community
standards. The imposition of Winkler's values
would not have been consistent with the social
codes and moral expectations of Kraig’s com-
munity. Training Kraig in neutral competing
behaviors may have been a successful alternate
strategy, and would be worthy of pursuit in fu-
ture research. But in this case, it would have
been inappropriate (if not impossible) to teach
him to modify his peers’ behavior. Playing house
with the girl across the street, Kraig would rig-
idly insist on taking the role of mother, and was
rejected by the girl when he would not allow
her occasionally to play the role of mother.
Teaching Kraig to alter the little girl’s rejection
of him for his own rigid insistence on taking the
role of mother would not have been as appro-
priate as teaching him to have more sex-role
flexibility.

Winkler supported his approach by citing his
paper (Russell and Winkler, ¢z press) in which
he reported on an “evaluation of assertive train-
ing and homosexual guidance service groups de-
signed to improve homosexual functioning” in
adults. He evidently believes that the most ap-
propriate goal of the therapist dealing with the
homosexual individual is to assist his adjustment
to his homosexual orientation and behavior—
achieving this objective through referral to a
homosexual counselling center to place the indi-
vidual in contact with others like himself. We

4The critics apparently have never observed first-
hand the case of a cross-gender identified boy. Re-
search demonstrates that graphically presented behav-
ioral observation sampling data does not fully convey
the range of deviant behavior patterns apparent when
one makes in vivo observations (Bates ef 4l., 1974).
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find this line of argument to be ethically unac-
ceptable (Evans, 1975) and professionally irre-
sponsible. It eliminates the possibility of choice
for the individual and actually imposes an unjust
narrowing of the person’s options. If we had
taken this misguided approach toward the gen-
der-disturbed boy Kraig (as Winkler proposed),
we would have been guilty of stigmatizing the
prepubescent child with the label of “homosex-
ual”—a process that has potentially disastrous
“self-fulfilling” results. Kraig’s parents opposed
referral to a homosexual counselling service,
which would have imposed limitations on
Kraig’s growth potential, and unnecessarily
sanctioned immoral behavior (a judgement they
shared with therapist Rekers for the reasons dis-
cussed by Bockmiihl, 1973; Davidson, 1971;
Enroth and Jameson, 1974; Lindsell, 1973;
Vincent, 1972) and a potentially debilitating
pattern of adult adjustment (Bieber, 1976;
Hatterer, 1970; Socarides, 1970).

Our objective was to teach the gender-dis-
turbed boy to discriminate a small number of
behaviors that are appropriately sex-typed mas-
culine and feminine, to decrease the boy’s com-
pulsive feminine behavior, and to encourage sex-
role flexibility in the areas that go beyond the
few essential distinctions between the masculine
and feminine roles. We distinguish between ar-
bitrary sex-role stereotypes (which should not
be taught) and appropriate sex-typing. There are
specific behaviors that are inappropriate for
males under all circumstances (with minor ex-
ceptions; for example, in the profession of act-
ing where alternate roles are assumed). For ex-
ample, most girls learn to imitate the maternal
role, which includes fantasies about growing up,
maturing physically, having sexual relations
with a man, subsequently delivering a baby, and
breast-feeding the infant. It is an important so-
cialization process for the boy to learn that he
will not grow up with the biological possibility
of having sexual intercourse with a man, be-
coming pregnant, delivering a baby, or breast-
feeding an infant. In addition to learning these
biological realities, the socialization process for
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the boy includes the learning of legitimate cul-
tural expectations for him. For example, it is
legitimate for his society to teach him that he
should expect to grow into manhood and to
select a female (as opposed to a male) as a sex
partner. As another illustration, wearing a dress
is an arbitrary taboo for males under most
circumstances in American society, but it is not
necessarily an illegitimate social expectation.
The wearing of a certain type of clothing does
not hinder the boy’s ultimate freedom to de-
velop to his optimal potential (unlike arbitrary
taboos on careers for men or women, which are
illegitimate cultural expectations). After the boy
has learned the few essential distinctions be-
tween masculine and feminine roles, and after
treatment has succeeded in eliminating his rigid
stereotypic feminine behavior, the major inter-
vention goal becomes one of helping the boy to
obtain sex-role flexibility in reasonable ways.
Published research has clearly demonstrated
that adults with gender identity problems have
extremely rigid sex-role conceptions, z.e., they
are not androgynous (Green, 1974; Green and
Money, 1969; Kando, 1973; Stoller, 1968). For
example, male and female transsexuals appear to
have more rigid sex-role beliefs than normal
males or females (Kando, 1973). It is hardly
the androgynous individual who believes his
physical body must be changed through surgery
to meet the demands of his “mind”. Intervention
is required to treat or prevent this kind of de-
bilitating sex-role inflexibility. Compulsive “fem-
inine” behavior (to the exclusion of “masculine”
behavior) should be decreased in both male and
female children, recognizing that it is even more
maladaptive for boys than it is for girls. It is
therapeutically necessary to teach a gender-dis-
turbed boy to control “feminine” sex-typed be-
haviors in the situations that bring social ostra-
cism. The gender-disturbed boy needs help in
overcoming the rigidity and compulsiveness of
his punishment-evoking stereotyped feminine be-
haviors. Role flexibility is more adaptive because
it maximizes the probability of peer group ac-
ceptance. These boys are more acceptable to
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both male and female peers when they over-
come their deficits in masculine behavior and
their inhibitions toward androgynous behavior,
and reduce the frequency of feminine behaviors.
Improved general social adjustment and peer re-
lationships have been reported for gender-dis-
turbed boys who have made such a transition
with intervention (Bates, Skilbeck, Smith, and
Bentler, 1975; Rekers, Lovaas, and Low, 1974;
Rekers, Willis, Yates, Rosen, and Low, 1977;
Rekers, Yates, Willis, Rosen, and Taubman,
1976; Rekers and Varni, 1977). The data sug-
gest that much of the emotional hardship suf-
fered by gender-disturbed boys would be re-
duced if the range of their behaviors was in-
creased, and their repertoire included a reason-
able balance between “masculine” behaviors and
“feminine” behaviors.

We are therefore not advocating the shaping
of arbitrary sex-role stereotypes. It would not be
therapeutic to change the cross-gender identified
boy into an assertive person who withholds emo-
tional expression (the presumed male stereotype
in American culture).® To illustrate further,
there may be situations in which it is appropriate
for a boy to wear girls’ clothes (as in some acting
situations), but the cross-gender identified boy
rigidly adheres to wearing girls’ clothes even
when the situation does 7ot demand it, or when
the situation in fact demands quite the opposite.
Gray (1971) cogently argued that the appropri-
ate ethical goal for intervention research is to
increase life options for the individual. “This be-
havioral freedom, contrasted with the philo-
sophical variety, focuses on diversity of environ-
mental options and the breadth of individual re-
sponse repertoires. By increasing the number of
responses available to an individual, he is freed
from previous limitations imposed by such things
as learning deficits and fears and anxieties that

5We would be equally concerned with a female
member of our society who, in the process of becom-
ing “liberated” from traditional sex-role stereotypes,
assumed a socially obnoxious, assertive behavior pat-
tern coupled with the withholding of emotional ex-
pression.
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have led to avoidance responses” (Thoresen and
Mahoney, 1974, p. 5).

THE METHODS OF SEX-ROLE
BEHAVIOR CHANGE

Since the article by Rekers and Lovaas (1974)
presented the precise intervention methods em-
ployed, we will not summarize those procedures
here. Our subject verbalized his identity as a
girl and his wish to be a mother, totally reject-
ing the roles of boy and father; unfortunately,
Winkler and Nordyke and her colleagues ap-
pear to have missed the clinical significance of
this fact. But it is unfortunately not uncommon
for applied behavior analysts to ignore the mean-
ing (z.e., total situational context) of behavior in
their definition of target responses. Nurturant be-
havior in a boy is desirable, but when that be-
havior is accompanied by verbalizations of a
female identity, it is undesirable. The latter, un-
fortunately, sex-types nurturance as a female
characteristic, and it is maladaptive for a boy to
be unable to perform nurturant behaviors in the
context of covert verbal responses that constitute
a “male identity”. Rekers and Lovaas used the
boy’s own operational definition of female iden-
tity (e.g., nurturant play) to reverse his cross-
gender identification. After completing the 10-
month treatment program, the boy’s identity was
normalized, and the explicit contingencies on sex-
typed behavior were then removed. Compulsive
feminine behaviors were treated only in the
presence of a female identity (i.e., the presence of
overt and presumably covert verbal labelling of
the self as “female”). Once compulsive feminine
behaviors had ceased and a male gender identity
was assumed, the formal behavioral treatment
was discontinued as unnecessary (as is the case
for any normal male-identified boy). Our 5-yr
followup has demonstrated that this interven-
tion did not result in an aggressive boy who
avoids women; that was not the treatment goal
and that was not the treatment result.

Some of the alternative treatment procedures
suggested by Nordyke and her colleagues are
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certainly viable possibilities, and studies have
already been published in which nearly all of
those strategies have been attempted (see Bates,
Skilbeck, Smith, and Bentler, 1975; Rekers, in
press; Rekers, Lovaas, and Low, 1974; Rekers
and Varni, 1977; Rekers, Varni and Rekers,
Note 3; Rekers, Willis, Yates, Rosen, and Low,
1977; Rekers, Yates, Willis, Rosen, and
Taubman, 1976). In our subsequent research, we
have introduced other treatment techniques to
promote a variety of androgynous, socially ac-
ceptable behaviors, and none of our intervention
techniques has denigrated the opposite sex. In
fact, subsequent to our Rekers and Lovaas article,
Kraig himself was given additional behavior
shaping in “masculine” games that are desirable
for both boys and girls (see followup report in
Rekers, 1977).

The mere existence of treatment alternatives,
however, does not (in itself) render other alterna-
tives (such as those employed by Rekers and
Lovaas) automatically inappropriate. We choose
to increase Kraig's repertoire of aggressive and
assertive responses to the level of his peers to
minimize his social rejection. The data have in-
dicated that this strategy succeeded. We also set
up contingencies to have Kraig refrain from
playing with girls for a four-week period. With
his previous pattern of exclusive play with girls,
we judged it desirable to have him cease for a
single month, to allow time for the acquisition of
a competing pattern of peer play. At the end of
the four weeks, the contingency on play with
girls was removed, and the boy’s peer play pat-
tern was then typical of other 5-yr-old boys. He
related well at that point with both boys and
girls, and today, at the age of 10, he continues to
relate well with both sexes, avoiding neither.

Nordyke and her colleagues question our
training the boy to play with aggressive toys,
such as a dart gun and hand cuffs. But they give
no rationale for their position. Do they have
any reason (empirical data) to be disturbed about
the child shooting darts at a target? Do they
fear that this will make the child unhappy? Or
do they think such training will lead to a pre-
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violent criminal personality? If they do, they
have failed to provide any evidence for that hy-
pothesis regarding the future prognosis of the
child who plays with these kind of toys. What
percentage of boys who play with dart guns or
hand cuffs grow up to be law-abiding hunters or
fine members of our police force or military?
Nordyke and her colleagues have presented no
rationale for preventing a “prepoliceman” or
“prehunter” personality, nor any reason to avoid
training a child in the same aggressive play
found in normal boys.

The use of physical punishment is deemed
appropriate by Nordyke and her colleagues for
extreme self-mutilation by autistic children, but
they cite Davison and Stuart’s (1975) citation
of Morris (1966) to advocate beginning in a
new area with “the least intrusive procedure
from which a positive outcome can be expected”.
This is what we actually did. The red tokens
(§77) used in our study were first discriminative
for a response-cost condition (z.e., red tokens
were subtracted from accumulated blue tokens)
and then for a timeout procedure (e.g., sitting in
a corner, losing TV time). But the undesirable
nongender behavior did 7oz cease with these less
intrusive measures. Upon the parents’ sugges-
tion, each red token was subsequently exchanged
by one mild “swat” from Kraig’s father. During
the 10-month treatment, Kraig received a total
of only two swats for nongender behaviors and
four swats for gender behaviors. It is unfair to
parallel the electric shock stimulus of Lovaas’
work with autistic children with the few mild
aversive “swats” given to Kraig by his father.
And it is misleading for Nordyke and her col-
leagues to imply that we failed to begin with
less intrusive procedures, when we in fact fol-
lowed the very strategy that they recommend.

CONCLUDING REMARKS

It has been shown that Winkler and Nordyke
and her colleagues have not substantiated their
counter-claims with specific citations of sup-
portive evidence in the positive sense. Their
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reviews suffer a lack of specificity. These two
critiques also draw unfair inferences from our
study that we would never have drawn for our-
selves. For example, although we reported the
intervention for a single cross-gender identified
boy, Nordyke and her colleagues concluded,
“Thus, the treatment and results implied that
males should play only with aggressive toys and
never nurturance toys, and should: (1) never
play with girls; (2) never play with dolls: (3)
never engage in feminine role-play; and (4)
never exhibit feminine gestures” (page 555, ital-
ics added). We would not, and have not, pre-
scribed this treatment for normal males. To draw
an analogy to the treatment of another mental
disorder, Alcoholics Anonymous have been suc-
cessful in treating alcoholism with the goal of
abstinence, but that intervention success does 7o
imply that everyone should mever drink liquor.
We did not advocate this treatment for normal
child-rearing. We only reported on its success
for changing the sex-role behavioral adjustment
and gender identity of a single gender-disturbed
boy—an intervention that was ethically and
psychologically appropriate.
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